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Abstract
Alcohol impairs inhibitory control, including the ability to terminate an initiated action. While there is increasing
knowledge about neural mechanisms involved in response inhibition, the level at which alcohol impairs such
mechanisms remains poorly understood. Thirty-nine healthy social drinkers received either 0.4g/kg or 0.8g/kg of
alcohol, or placebo, and performed two variants of a Visual Stop-signal task during acquisition of functional magnetic
resonance imaging (fMRI) data. The two task variants differed only in their instructions: in the classic variant (VSST),
participants inhibited their response to a “Go-stimulus” when it was followed by a “Stop-stimulus”. In the control
variant (VSST_C), participants responded to the “Go-stimulus” even if it was followed by a “Stop-stimulus”.
Comparison of successful Stop-trials (Sstop)>Go, and unsuccessful Stop-trials (Ustop)>Sstop between the three
beverage groups enabled the identification of alcohol effects on functional neural circuits supporting inhibitory
behaviour and error processing. Alcohol impaired inhibitory control as measured by the Stop-signal reaction time, but
did not affect other aspects of VSST performance, nor performance on the VSST_C. The low alcohol dose evoked
changes in neural activity within prefrontal, temporal, occipital and motor cortices. The high alcohol dose evoked
changes in activity in areas affected by the low dose but importantly induced changes in activity within subcortical
centres including the globus pallidus and thalamus. Alcohol did not affect neural correlates of perceptual processing
of infrequent cues, as revealed by conjunction analyses of VSST and VSST_C tasks. Alcohol ingestion compromises
the inhibitory control of action by modulating cortical regions supporting attentional, sensorimotor and action-planning
processes. At higher doses the impact of alcohol also extends to affect subcortical nodes of fronto-basal ganglia-
thalamo-cortical motor circuits. In contrast, alcohol appears to have little impact on the early visual processing of
infrequent perceptual cues. These observations clarify clinically-important effects of alcohol on behaviour.
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Introduction
A weakening of inhibitory control (i.e. the ability to withhold
prepotent — automatic or motivated — behavioural responses)
is implicated in the development of alcohol addiction [1]. In
adolescents, the pattern of neuronal activity associated with
performing tasks that require increased control of behaviour,
can predict vulnerability to alcohol abuse [2]. Moreover, a lack
of behavioural control over drinking is considered to be both a
risk factor to alcohol abuse, and a secondary consequence of
excessive drinking [3]. Alcohol intoxication impairs the general
ability to inhibit inappropriate, or context irrelevant behaviours,
evidenced by increased aggressiveness and risky driving [4],
and it may contribute to binge drinking. However, the neural
mechanisms by which acute alcohol affects inhibitory control
are poorly understood. Examining the brain mechanisms
involved in the effects of alcohol on inhibitory control will
contribute more generally to our understanding of alcohol
abuse.
In the laboratory, both, the Stop-signal task (SST) [5], which
tests the ability to stop an initiated response when a Stop-
signal appears, and the Go/No-Go task, which tests the ability
to withhold a dominant pre-potent response, have been used to
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examine the effects of acute alcohol ingestion on the ability to
inhibit behavioural responses [6,7].
Behavioural studies typically demonstrate impairments
following the acute administration of alcohol in these measures
of inhibitory control [but see 8,9]. Specifically, acute alcohol, at
doses ranging between 0.45g/kg and 0.65g/kg, increased the
number of failed inhibitions on a cued Go/No-Go task
[7,10,11,12,13], and on an auditory SST [14,15]; [6,16,17,18].
In a visual SST, acute alcohol at doses between 0.62g/kg and
0.8g/kg impaired inhibitory control, as evidenced by a
significant increase in Stop-signal reaction time (SSRT; an
index of the speed of the stopping process) [19,20].
Neuroimaging (e.g. functional magnetic imaging; fMRI)
studies in healthy volunteers performing SST and Go-No/Go
tasks demonstrate the importance of a fronto-basal-ganglia
network, encompassing the right inferior frontal gyrus (IFG; the
pars opercularis moving into the insula), the dorsolateral
prefrontal cortex (middle frontal gyrus), the medial prefrontal
cortex (pre-supplementary motor area; pre-SMA) and the basal
ganglia/thalamus, in response inhibition [21,22,23,24,25,26].
The engagement of these regions during inhibition tasks is
consistent with their role in cortico-basal ganglia-thalamo-
cortical motor loops [27,28].
A prevalent conceptualization of behavioural inhibition,
proposes that the functional processes underlying “Go” and
“Stop” responses are largely independent. Excitatory motor
processes activated by the Go-signal compete in time with
inhibitory processes triggered by the Stop-signal. Upon
detection of the Stop-signal, prefrontal cortical regions (IFG or
pre-SMA) initiate a counter-command that is relayed to the
basal ganglia, where functional nodes associated with “Going”
are suppressed in favour of those associated with “Stopping”.
Subsequent output from the basal ganglia via global pallidus to
the thalamus, blocks the thalamic “Go” signal to motor cortices,
and the initiated motoric response is terminated
[23,25,29,30,31]. The relay of the “Stop” information from the
cortex to the thalamus has been found to engage the “indirect”
(cortex – striatum – global pallidus external – global pallidus
internal – thalamus - cortex) and the “hyperdirect” (cortex –
subthalamic nucleus – global pallidus internal – thalamus -
cortex) cortico-basal-anglia-thalamocortical loops [30,32,33].
Recent fMRI studies [34,35,36,37,38,39] have helped
delineate distinct roles for the IFG and pre-SMA in SST and
Go/No-Go task performance: The IFG is activated during the
control of motor responses and successful stopping, but also
more generically in response to presentations of infrequent
visually-salient stimuli, and when shifting attention between
cues. In contrast, the pre-SMA is more directly implicated in
inhibition of motor action.
Ιntegral components of the ability to inhibit a behavioural
response include processes involved in performance
monitoring, and more specifically, the ability to process failed
inhibitions (i.e. errors) in SST and Go-No/Go tasks. The region
most commonly associated with these functions is the dorsal
anterior cingulate cortex (ACC) [40,41].
To date, only two published fMRI studies have assessed the
effect of acute alcohol ingestion on regional brain responses
during Go-No/Go and SST task performance [42,43].
Specifically, Anderson and colleagues [42] administered two
doses of acute alcohol (breath alcohol levels of 0.05% and
0.10%) and tested healthy social drinkers’ performance on a
Go-No/Go task. Behaviorally, they observed a dose-dependent
increase in the number of incorrect No-Go trials. At the higher
dose of alcohol, there were decreases in activity within bilateral
precentral cortex, pre-SMA, thalamus, insula, anterior cingulate
cortex, postcentral gyrus, temporal lobe, and bilateral inferior
orbitofrontal cortex during incorrect No-Go trials. However, lack
of an assessment of regional neural activity associated with
successful No-Go trials, limits direct inferences about the
effects of acute alcohol on the stopping process per se.
The study of Schuckit and colleagues [43] examined the
effects of 0.7ml/kg of alcohol during an SST in groups of social
drinkers with high and low levels of response to acute alcohol.
The SST that Schuckit and colleagues used did not vary
Stimulus Onset Asynchrony (SOA) according to the typical
staircase procedure that ensures successful inhibition of
response on 50% of Stop-trials, but it did include individualized
“easy” (the Stop-signal occurred earlier in time than
participants’ mean Go reaction time) and “difficult” (the Stop-
signal occurred at or near participants’ mean Go reaction time)
to inhibit Stop-trials. Consequently, differences in inhibitory
performance were reflected in accuracy measurements, and in
the proportion of successful “easy” and “difficult” Stop-trials. In
addition, due to the focus of the paper, the authors do not
present data associated with the effects of acute alcohol across
the two groups of participants. Nevertheless, in those
individuals with a low-response to alcohol (most at risk of
problem drinking), alcohol suppressed responses within
temporal and parietal lobe regions when there was a failure to
inhibit responses to a Stop-signal. Moreover these effects were
amplified and extended to prefrontal and anterior cingulate
regions for those trials where inhibition was most difficult.
Thus based on the evidence described so far, acute alcohol
leads to measurable behavioural changes on established
measures of response inhibition. However, the neural
mechanisms by which alcohol compromises response inhibition
remain incompletely understood. Possibilities include the direct
influence of alcohol on fronto-striatal pathways that normally
inhibit inappropriate actions, either by affecting sites within the
basal ganglia, or prefrontal components of these networks.
Another possibility is that acute alcohol ingestion impairs the
early attention-dependent perceptual processing of infrequent
Stop-signals that would normally elicit a re-evaluation of
behavior, and consequently the inhibition of an inappropriate
action: Alcohol in moderate doses can influence the processing
of salient and infrequent stimuli (Stop-signals represent both)
within visual cortical regions [44,45]. Additionally, alcohol can
enhance spontaneous fluctuations in haemodynamic (blood
oxygenation level-dependent; BOLD) signal within primary
visual cortex, an effect that might plausibly impair neural
responses to, and perception of, visual stimuli [46].
Consequently, the aim of the current study was to examine
the neural mechanisms by which alcohol influences motor
inhibition (stopping processes) using the SST. We
administered two different doses of alcohol (0.4g/kg and
0.8g/kg) to test for dose-response relationships in alcohol’s
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effects. Furthermore, we employed a visual SST (VSST), in
which the Go and Stop stimuli were identical in every respect
except in colour, and which utilized a performance-dependent
staircase procedure to modulate SOA: The SOA is titrated
through incremental increases or decreases, respectively, after
correct or incorrect inhibition trials. At shorter SOAs, stopping is
easier than at longer SOAs. The staircase procedure ensured
that participants were able to successfully inhibit their response
on 50% of Stop-trials, and allowed for the calculation of the
SSRT, by subtracting the mean SOA from the mean Go-
latency. The staircase procedure also ensured that participants
would not differ in the number of successful and unsuccessful
Stop-trials. However, if alcohol had an effect, participants
would differ in the speed of the stopping process (i.e. SSRT),
thereby revealing how effective the stopping mechanism is as a
function of acute alcohol intoxication.
We also employed a control variant of the SST, in which
participants were told to continue to respond irrespective of
whether the Go-stimulus was followed by a Stop-stimulus. In
this control variant (VSST_C), the Stop-signals occurred as
frequently as in the typical variant and were perceptually
identical to the Stop-signals of the typical variant. The inclusion
of this control task allowed us to test whether the effects of
alcohol on the SST are mediated by an effect on the
mechanisms responsible for processing an infrequent, visually
salient stimulus in general.
In line with a previous study that examined the effect of
alcohol on response inhibition [43], we additionally explored the
effect of the two doses on error processing, by examining
activations associated with unsuccessful Stop-trials relative to
successful Stop-trials.
We predicted that behaviourally, alcohol would impair
inhibitory control as evidenced by an increase in SSRT. In
addition, we predicted that this effect of alcohol would be
mediated by an effect on components of fronto-striatal
networks implicated in the inhibition of an initiated motoric
response. If however this effect of alcohol was also mediated
by an impairment in the processing of infrequent and
perceptually salient stimuli, this would be revealed through
fMRI conjunction analyses with the control SST variant.
Consistent with evidence from previous studies, alcohol effects
on error processing were predicted to be revealed through
changes in the engagement of anterior cingulate cortex.
Materials and Methods
Participants
The study recruited 42 moderate-to-heavy social drinkers (21
male and 21 female) from the University of Sussex subject
pool. Advertisements requested right-handed, English-
speaking social drinkers, between 18 and 40 years of age.
Inclusion to the study required a weekly alcohol consumption of
10-60 units, as assessed using the Alcohol Use Questionnaire
(AUQ; One unit is equivalent to 8g of ethanol, and refers to a
small glass of wine, half-a-pint of beer, or a shot of spirits
straight or mixed) [47]. Exclusion criteria included: a history of
psychiatric problems, high blood pressure, or any other
cardiovascular condition; regular cannabis use; smoking more
than 20 cigarettes/day; pregnancy, attempting to conceive, or
breastfeeding; or the use of any medication for any
psychological or physical condition at the time of the study
[excluding contraceptives, but including antibiotics and
paracetamol (acetaminophen)]. Further exclusion criteria
included having metal implants, teeth braces or bridges, tattoos
above the shoulder, or a cardiac pacemaker. Written informed
consent was provided by all participants, and the study was
approved by the University of Sussex ethics committee.
Participants were reimbursed in cash or in course-credits for
their participation.
Design/Procedure
Participants were randomly allocated to receive one of three
flavoured drinks that contained either a low dose of ethanol
(0.4g/kg of body weight; Low-dose group), a high dose of
ethanol (0.8g/kg of body weight; High-dose group), or no
ethanol (Placebo group), under double-blind conditions.
Participants took part in an initial baseline/task-familiarization
session and a subsequent drink-administration/scanning
session (see below for details). During scanning, participants
completed two variants of a Visual Stop-signal Task (VSST)
alongside other tasks. The two VSST variants were always
presented 20-25 minutes after drink administration, when the
blood alcohol concentration reaches a plateau [48].
Prior to each session, participants were asked to refrain from
drinking alcohol- or caffeine-containing drinks for at least 12
and 4 hours, respectively, and from taking illicit drugs for one
week. They were also asked to refrain from consuming a high-
fat-content breakfast or lunch prior to testing. Participants were
allowed to smoke as they would normally before each session,
but smoking was not permitted during testing.
A standard breathalyser (Lion Alcolmeter SD-400; Lion
Laboratories Ltd, Barry, UK), with a detection-limit equivalent to
0.01 g/l of alcohol in the bloodstream, was used to measure
breath alcohol concentrations (BRaCs) at the start of each
session to ensure zero blood alcohol levels. BRaCs were
converted to blood alcohol concentrations (BACs), and are
reported as BACs throughout the paper, as is standard for
alcohol-related studies.
Three days before scanning, participants gave fully-informed
consent to take part in the study, and provided demographic
details (age, gender and weight) and information regarding
their medical history (assessed using the Nuffield Hospitals
Medical History Questionnaire which covers past and present
physical and psychiatric health status, including any current
medication), including estimates of the number of cigarettes
they smoked per day. They also completed a number of
measures that were used to ensure that the three groups were
matched on baseline cognitive ability (Rey Auditory Verbal
Learning Test; RAVLT) [49], on baseline facets of trait
impulsivity (Barratt Impulsiveness Scale; BIS) [50], as well as in
their drug-use history (Drug Use history Questionnaire; DUQ)
[51], their average weekly alcohol-use (Use Questionnaire;
AUQ) [47], and their baseline expectations concerning the
effects of alcohol (Alcohol Expectancy Questionnaire; AEQ)
[52]. Participants also completed a baseline run of the VSST
(see below).
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During the main scanning session, participants were given
their allotted drink and then were placed in the 1.5Tesla
Siemens Avanto MRI scanner where they completed the
variants of the VSST during acquisition of functional (fMRI)
datasets. Subjective feelings associated with alcohol ingestion
(Subjective Effects Visual Analogue Scale; VAS) [53] were
rated immediately before and 10 minutes after drink
administration. BACs were also taken at these times, and later
after completion of the scanning procedure. Each participant
was also asked to guess the type of drink they thought they
had received, and to rate how confident they were about their
guess on a 4-point scale ranging from 1 (“not at all confident”)
to 4 (“very confident”). At the end of the main scanning session,
participants were debriefed, and those from the alcohol groups
remained in the laboratory until their BACs had fallen below 0.4
g/l (half of the legal driving limit).
Alcohol preparation/administration.  Alcohol was
administered at a dose of either 0.4g/kg or 0.8g/kg of body
weight. Each dose was diluted with tonic water (Schweppes,
Uxbridge, UK) to create a 500ml drink. The placebo beverage
consisted only of the respective volume of tonic water (i.e.
500ml). Six drops of Angostura bitters® were added to the
placebo and the alcohol beverages to match the taste of each
drink-type, and to disguise the taste of the alcohol. Each drink-
type was administered in 10×50ml portions and was consumed
at a rate of one portion every 3 minutes. Drinks were prepared
by another researcher to ensure the double-blind conditions,
and the experimenter was present throughout the drinking
procedure.
Measures
Trait characteristics.  The following measures were
administered in the initial familiarisation session, and were
used to ensure that the groups were matched on baseline trait
impulsivity and cognitive ability, as well as in their drug-use
history, their average weekly alcohol-use, and their baseline
expectations concerning the effects of alcohol.
The Rey Auditory Verbal Learning Test (RAVLT) [49] is a
working memory (WM) capacity index. A list of 10 words is
read-out at a rate of one word every 2 seconds. Following a
delay of 2 minutes, participants are asked to repeat back as
many words as they can remember. High scores index high
WM capacity.
In the Drug Use history Questionnaire (DUQ) [51],
participants state whether they have ever used any of the
drugs listed in the questionnaire (drugs derived from the main
drug categories, e.g. marijuana, cocaine, ecstasy etc.), and
provide an estimate of the frequency of use, and the usual
dose consumed per session.
The Alcohol Use Questionnaire (AUQ) [47] gives an estimate
of the average number of weekly alcohol-units consumed over
the previous 6 months (a glass of wine is measured as 1.5
units; a pint of beer/cider as 2.4 units; a shot of spirit as 1 unit;
and a bottle of alcopops as 1.7 units). An overall score is also
calculated based on the weekly alcohol-unit consumption, the
speed of drinking (number of drinks per hour), the number of
episodes of alcohol intoxication in the past 6 months, and the
percentage of alcohol intoxications out of the total number of
times of going out drinking.
The Alcohol Expectancy Questionnaire (AEQ) [52] is a 38-
item measure based on Fromme’s Comprehensive Effects of
Alcohol Questionnaire [52], and assesses expectations
concerning the effects of alcohol. It consists of seven factors, of
which four factors form the “Positive” (factors 1-4: sociability,
tension reduction, liquid courage and sexuality), and three form
the “Negative” (factors 5-7: cognitive and behavioural
impairments, risk and aggression, and negative self-
perception) expectancies. High scores on the “Positive” and the
“Negative” factors is indicative of expecting increased positive
and increased negative outcomes from the consumption of
alcohol, respectively.
The Barratt Impulsiveness Scale (BIS) [50] is a 30-item
questionnaire designed to measure three aspects of
impulsivity: (a) non-planning impulsivity or the inability to plan
and think carefully; (b) motor impulsivity or acting on the spur of
the moment; and (c) attentional impulsivity or the inability to
focus on the task at hand. Items are rated on a 4 point Likert-
type scale ranging from “rarely/never” to “almost always”.
Higher scores represent greater levels of impulsive behaviour.
Subjective Effects Visual Analogue Scale (VAS) [53].  A
self-report Likert-type scale (100mm long) was used to assess
changes in subjective feelings associated with alcohol
ingestion. The scale included an estimation of feeling light
headed, irritable, stimulated, alert, relaxed, and contented
(poles: not at all–very much).
Visual Stop-signal Task (VSST).  Two versions of the
VSST were used, modelled on the work by Boehler and
colleagues and Sharp and colleagues [34,35,39]. The two
versions differed only in the instructions given to participants. In
the more classic variant of the task (VSST), participants were
instructed to respond to the direction of a frequently occurring
green arrow (Go-stimulus) as quickly and as accurately as
possible, and to be as accurate as possible at withholding their
response when the green arrow turned red (Stop-stimulus). In
the “Control” (VSST_C) variant, participants were told to
respond to the direction of the Go-stimulus, again as quickly
and as accurately as possible, but to carry on, and not withhold
their response if it was followed by a Stop-stimulus.
In both variants, each trial began with the presentation of a
central fixation cross on a grey background for a jittered
duration of 1200-1500ms. The stimulus-display that followed,
always began with the presentation of the Go-stimulus on a
grey background, which either remained on screen for a total
stimulus-display duration (TSD) of 800ms (Go-trials), or was
replaced, after a variable stimulus onset asynchrony (SOA), by
the Stop-stimulus (Stop-trials; see Figure 1).
In the VSST, the initial SOA was 200ms and increased by
50ms following successful Stop-trials (i.e. Stop-trials in which
participants successfully inhibited their response; SStop), or
decreased by 50ms following unsuccessful Stop-trials (i.e.
Stop-trials in which participants were not able to inhibit their
response; UStop). This staircase procedure resulted in an even
number of SStops and UStops [54]. Stop-signal reaction time
(SSRT) was calculated by subtracting the mean SOA from the
average reaction time to correct Go-trials [55]. Further
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dependent measures from the VSST included Go-latency
(Go_LAT) and Go-accuracy (Go_ACC). Participants completed
a total of 160 trials of the VSST (120 Go-trials and 40 Stop-
trials) in 8 minutes.
For each participant, in each group, the VSST was always
followed by the VSST_C. Here, the initial SOA was the SOA-
value from the final VSST Stop-trial. In order to equate the two
variants, the SOA of the VSST_C Stop-trials also varied by
50ms steps, but in a random one-up/one-down fashion.
Dependent measures included Go-latency (Go_LAT_C), Go-
accuracy (Go_ACC_C), Stop-latency (Stop_LAT_C) and Stop-
accuracy (Stop_ACC_C). Participants completed a total of 80
trials of the VSST_C (60 Go-trials and 20 Stop-trials) in 4
minutes.
In the initial baseline/task familiarisation session participants
completed a baseline run of the classic VSST in order to make
sure that the groups were matched on VSST performance prior
to the alcohol manipulation.
fMRI Methods
fMRI was performed on a 1.5Tesla Siemens Avanto MRI
scanner (Siemens, Erlangen, Germany (quadrature birdcage
transceiver headcoil). T2*-weighted images echoplanar images
sensitive to blood oxygenation level-dependent (BOLD)
contrast were acquired, covering the entire head (36 slices,
3mm isotropic voxels, TR 3300ms, TE 50ms, 64x64 matrix).
Slices were angled -30° in the anteroposterior axis to reduce
susceptibility-induced BOLD sensitivity losses in orbitofrontal
regions [56,57]. Functional data were acquired in one
continuous session per VSST variant (160 volumes per subject
for the VSST and 83 volumes per subject for the VSST_C; the
initial 4 volumes were discarded to ensure steady state B0
magnetization).
Anatomical images of each subject’s brain were collected
using a T1-weighted Magnetization-Prepared Rapid Acquisition
Gradient Echo (MP-RAGE) sequence (56 X 256 matrix 0.9 mm
isotropic voxels).
The fMRI data were preprocessed and statistically analyzed
using SPM8 (Wellcome Trust Centre for Neuroimaging,
University College London, UK) and MATLAB 7 (The
MathWorks, Inc., Natick, MA, USA). Functional images were
slice-time and motion corrected; spatially normalized to
standard MNI (Montreal Neurological Institute) space [58]; re-
sampled to 2mm isotropic voxels and; smoothed using an 8mm
full-width at half-maximum Gaussian kernel.
Figure 1.  Visual Stop-signal task (VSST): Participants responded to the direction of a central green arrow (“Go-stimulus”),
and withheld their response when the arrow turned red (“Stop-stimulus”) in the classic variant of the task.  In the control
variant, participants were told to respond as they would normally to the direction of the “Go-stimulus” irrespective of whether it was
followed by a “Stop-stimulus”. In both variants of the VSST, each trial began with the presentation of a fixation cross of varied
duration. On “Stop-trials”, the “Go-stimulus” was replaced, following a varied Stimulus Onset Asynchrony (SOA), by the “Stop-
stimulus”. In the classic variant, the SOA increased or decreased by 50msec as a function of whether participants were correct or
not, respectively, at inhibiting their response to the “Stop-stimulus”. In the control variant, the SOA also varied in 50msec
increments, but randomly. The total stimulus-display duration (TSD) was 800ms.
doi: 10.1371/journal.pone.0076649.g001
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Exclusion of data from analyses
The data from 39 participants (19 male and 20 female; 13
participants in the placebo group, 13 in the low-dose group and
13 in the high-dose group) were analysed. Data from three
participants were excluded from all analyses (behavioural and
fMRI) either because the data were not recorded due to a
technical fault (1 participant), or because the participant did not
withhold his/her response on any VSST Stop-trial during
scanning (2 participants).
Analysis of behavioural/questionnaire data
Demographic and Trait characteristics.  Differences
between groups on demographic information and scores
derived from the DUQ, the AUQ, the Positive/Negative factors
of the AEQ, the non-planning/motor/attentional factors of the
BIS, and the RAVLT, were examined using chi-square and
one-way Analyses of Variance (ANOVA) as appropriate.
Significant ANOVAs were explored further using Bonferroni-
corrected post-hoc independent-samples t-Tests.
State characteristics and BACs.  Subjective ratings from
each factor derived from the VAS were analysed using mixed
3x2 ANOVAs with group (placebo vs. low-dose vs. high-dose)
and time (pre- vs. post-drinking) as factors. Significant group x
time interactions were explored further using post-hoc paired
samples, Bonferroni-corrected t-Tests that tested pre- versus
post-drinking differences in each group separately. Differences
between male and female participants in BAC were tested
using two separate mixed 2x2 ANOVAs, one in the low and
one in the high-dose group, that included gender (male vs.
female) and time (pre- vs. post-scanning) as factors.
VSST and VSST_C – Behavioural analyses.  Group
differences on VSST indices [i.e. SSRT, Go-accuracy
(Go_ACC), and Go-latency (Go_LAT)] were tested using 3
mixed 2 x 3 ANOVAs with time (baseline vs. scanning session)
as the within-subjects factor and group (placebo vs. low-dose
vs. high-dose) as the between subjects factor. The factor time
was included to ensure that groups did not differ on any VSST
index at baseline. Significant time x group interactions were
explored further using one-way ANOVAs comparing the
performance of the three groups separately at baseline and
during the main scanning session. Significant effects were
explored further using post-hoc Bonferroni-corrected
independent samples t-Tests.
In order to ensure that VSST_C Stop- and Go-trials did not
differ on latency or accuracy scores, mixed 2x3 ANOVAs were
undertaken with trial-type (go vs. stop) as the within-subjects
factor and group (placebo vs. low-dose vs. high-dose) as the
between subjects factor. Significant group x trial-type
interactions were explored further using one-way ANOVAs
comparing the performance of the three groups separately
during Go-trials and during VSST_C Stop-trials. Significant
effects were explored further using post-hoc Bonferroni-
corrected independent samples t-Tests.
We also ran “Between VSST-variant analyses” in order to
ensure that trials requiring a response (i.e. Go- and Stop-trials
in the VSST_C and Go-trials in the VSST variant) did not differ
with respect to latency or accuracy scores. Mixed 3x3 ANOVAs
were undertaken with trial-type (Go_ VSST_C vs.
Stop_VSST_C vs. Go_VSST) as the within-subjects factor and
group (placebo vs. low-dose vs. high-dose) as the between
subjects factor. Significant group x trial-type interactions were
explored with one-way ANOVAs and post-hoc Bonferroni-
corrected t-Tests.
VSST and VSST_C – fMRI analyses
Task and condition-related changes in neural activity were
derived from regional changes in BOLD contrast consequent
upon evoked haemodynamic responses. For the analyses of
the fMRI data, two independent statistical models, one per
VSST variant, were initially computed for each participant in
each group. For each model, condition-specific event onsets
were convolved with the canonical haemodynamic response
function and a high pass filter (128 s) was applied to remove
low-frequency artefacts [59]. Events were modeled at the onset
of the Go-stimuli.
Specifically, the VSST 1st level models included event onsets
of correct Go-trials (Go), successful Stop-trials (Sstop), and
unsuccessful Stop-trials (Ustop). Movement regressors,
incorrect Go-trials, as well as fixation onsets were included as
regressors of no interest.
The control VSST 1st level models included event onsets of
correct Go- (Go_VSST_C), and of correct Stop-trials
(Stop_VSST_C). Movement regressors, and incorrect Go/Stop
trials, as well as fixation onsets were included as regressors of
no interest.
We computed the contrasts Sstop>Go (VSST contrast),
Ustop>Sstop (VSST-Error contrast), and Stop_VSST_C>Go
VSST_C (VSST_C contrast) for each participant. These
contrast images were submitted to separate second level
random-effects analyses [60,61].
Task-related effects – Placebo group only.  The VSST the
VSST_C contrasts were submitted to two separate random
effects analyses using one-sample t-Tests in the placebo group
only, in order to examine regions of activation uncontaminated
by the effects of alcohol.
The VSST_C thresholded SPM map was used as an
exclusive mask to the VSST analysis in order to identify
clusters that were NOT involved in the processing of infrequent
Stop-stimuli.
In order to identify the cerebral substrates involved in the
processing of infrequent Stop-stimuli over frequent Go-stimuli
in general (i.e. irrespective of whether participants were asked
to inhibit their response) a conjunction analysis of the VSST
and the VSST_C one-sample SPMs was also performed. This
conjunction tested for significant clusters that survived
thresholding in both analyses [62].
Alcohol-related effects.  The VSST contrast was submitted
to a one-way ANOVA. The main effect of group F-statistic was
computed to examine differences in BOLD activation between
the three groups.
We were also interested in examining possible non-linear
effects of the two alcohol doses. We therefore submitted the
VSST contrast images to 3 separate two-sample t-Tests to
examine differences in BOLD response between: (a) the
placebo group and the low alcohol-dose group; (b) the placebo
group and the high alcohol-dose group; and (c) the two alcohol
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doses. F contrasts were computed for each of these
comparisons.
The VSST-Error contrast was submitted to a one-way
ANOVA. The main effect of group F-statistic was computed to
examine differences in BOLD activation between the three
groups.
Non-linear effects of the two alcohol doses were assessed
by submitting the VSST-Error contrast images to 3 separate
two-sample t-Tests to examine differences in BOLD response
between: (a) the placebo group and the low alcohol-dose
group; (b) the placebo group and the high alcohol-dose group;
and (c) the two alcohol doses. F contrasts were computed for
each of these comparisons.
Regions of interest analysis to reveal the different
mechanisms: VSST contrast.  The coordinates of each
significant cluster resulting from the VSST and the VSST_C
contrast conjunction analysis in the placebo group (i.e.
uncontaminated by any effects of alcohol) were used as
centres of 4mm sphere Regions-of-Interest (ROIs). MarsBaR
(http://marsbar.sourceforge.net/) was used to perform ROI
analyses within the one-way ANOVA second-level model
design. These analyses were thresholded at a family-wise-error
corrected threshold of 0.05, given the restriction of the analysis
within predefined regions.
One-way ANOVA: VSST_C contrast.  We additionally
examined the effects of acute alcohol on regions associated
with just the processing of an infrequent signal, by entering the
VSST_C contrast (i.e. Stop_VSST_C>Go VSST_C) into a one-
way ANOVA.
Thresholding and localization.  To protect against false-
positive activations, unless otherwise stated, conjunction
analyses, and all reported results met a threshold of p < 0.005
uncorrected, and a cluster volume exceeding 176mm3 (k = 13
voxels). This conjunction of specific voxel-level and cluster-
extent thresholds corresponds to a whole-brain-corrected
significance of p < 0.05. The non-arbitrary cluster-extent
threshold (i.e. k = 13) was determined by Monte-Carlo
simulation (62,1000 iterations; http://www2.bc.edu/_slotnics/
scripts.htm) [63,64,65] to establish an appropriate voxel
contiguity threshold [66], using the same parameters as in our
study.
The anatomical localization of significant activations was
assessed by superimposition of the SPM maps on the single-
subject-T1-weighted MNI standard brain supplied by MRIcro
(http://www.mccauslandcenter.sc.edu/mricro/index.html).
Anatomical localization of subcortical regions was assessed
using Duvernoy’s anatomical atlas [67].
Results
Demographic information, Trait characteristics and
BAC
The three groups were well matched on all demographic/
questionnaire/baseline indices (i.e. age, weight, DAQ, AUQ,
BIS, RAVLT, and Positive/Negative AEQ scores: F < 2.3, ns, in
all cases; and gender ratio, χ2 < 1, ns; See Table 1). The
groups were also well matched in the number of smokers they
contained (χ2 < 1, ns; all in all only eight smokers completed
the study and were equally distributed in each group), as well
as in the average number of cigarettes smoked daily (F < 1,
ns).
There were no gender differences with respect to post-
drinking and post-scanning BACs in the high alcohol group (no
main effect of gender, or gender x time interaction; Fs < 1.7,
ns, in all cases). However, in the low-dose group, female
participants had higher BACs than male participants both post-
drinking and post-scanning (Main effect of gender: F(1, 11) =
6.77, p < 0.05; No gender x time interaction; F < 1, ns). As
expected participants in the high alcohol dose group showed
significantly higher BACs post-drinking, than those in the low-
dose group [t(24)=5.53, p < 0.001]. Overall in the low-dose
group, BACs ranged between 0.35g/l and 0.80g/l before
scanning, while in the high-dose group they ranged between
0.80g/l and 2.19g/l before scanning (mean values are given in
Table 1).
Blinding was successful in the placebo group, as only 4
participants (i.e. less than half) reported that they thought that
they had received placebo. Interestingly, the majority of
participants in the placebo group reported being somewhat
confident that they had received the low alcohol dose.
Participants in the two alcohol groups, however reported being
“somewhat” to “very” confident that they had received alcohol,
with only 2 participants in the low-dose group guessing
placebo, and no participant in the high-dose group guessing
placebo. Thus, while blinding was not successful in the two
alcohol groups, probably due to the effects of alcohol itself,
Table 1. Demographic information (age, gender, weight),
Trait characteristics (AUQ1, AEQ4, BIS3 and word recall),
and BAC5 measurements (post-drinking and post-scanning)
presented separately for the placebo, the 0.4g/kg, and the
0.8g/kg alcohol-dose groups.
Variable Placebo 0.4g/kg alcohol  0.8g/kg alcohol
Age (years) 22.23 (±4.94) 22.08 (±3.38) 21.23 (±2.49)
Gender 6M, 7F 7M, 6F 6M, 7F
Weight (kg) 69.93 (±12.66) 68.18 (±12.76) 72.68 (±10.46)
1AUQ – Weekly units 25.24 (±14.67) 26.06 (±11.70) 27.95 (±10.07)
AUQ - Total score 46.26 (±25.67) 56.14 (±35.85) 52.60 (±25.51)
Word Recall (RAVLT2
score) 8.92 (±2.22) 8.54 (±1.81) 7.77 (±1.59)
3BIS Attentional impulsivity 16.62 (±3.52) 16.54 (±2.96) 18.31 (±3.15)
BIS Motor impulsivity 25.46 (±4.79) 22.85 (±3.02) 26.38 (±5.11)
BIS Non-Planning 24.31 (±4.57) 23.15 (±5.23) 25.46 (±4.84)
4AEQ – Positive 13.54 (±1.62) 13.46 (±1.86) 14.52 (±2.12)
AEQ - Negative 13.38 (±2.57) 14.26 (±1.93) 15.23 (±2.14)
5BAC (g/l) -10 min Post
Drink 0 0.59 (±0.13) 1.16 (±0.34)
BAC (g/l) -5 min Post
Scanning 0 0.35 (±0.09) 0.99 (±0.11)
1AUQ (Alcohol Use Questionnaire); 2RAVLT (Rey Auditory Verbal Learning
Test); 3BIS (Barratt Impulsiveness Scale); 4AEQ (Alcohol Expectancy
Questionnaire); 5BAC (Blood Alcohol Concentration); Data are presented in
mean (±SD).
doi: 10.1371/journal.pone.0076649.t001
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participants in the placebo group (i.e. the control group) were
fully blind to the drink administration.
VAS
Subjective reports of “lightheadedness” significantly
increased following drink-administration in the placebo
[t(12)=3.60, p < 0.005] and high-dose groups [t(12)=6.47, p <
0.001], but not in the low-dose group [t(12)=2.32, p = 0.04],
explaining a significant time x group interaction F(2, 36) = 4.96,
p < 0.05). There was a significant difference between groups
pre-drinking [F(2, 36) = 4.96, p < 0.025] with the group
allocated to the low alcohol dose showing the highest ratings. A
significant time x group interaction (F(2, 36) = 3.73, p < 0.05]
for the factor “contented” was due to that participants reported
feeling more “content” following administration of the high
alcohol dose [t(12)=2.32 p = 0.04], but not following
administration of placebo or the low alcohol dose (t < 1, ns, in
both cases). No other time x group interaction was statistically
significant, and we did not find any main effects of group (Fs <
3.2, ns, in all cases). Mean VAS scores for each group pre-
and post-drinking are presented in Table 2.
VSST and VSST_C – Behavioural results
VSST.  Stop-accuracy did not differ between alcohol groups
in either the baseline or experimental session (F < 1, ns), and
was approximately at 50%, suggesting that the staircase
manipulation was effective.
There were no significant main effects of group, or time x
group interactions with respect to Go-latency or Go-accuracy
[Fs < 1, ns, in all cases]. However, we did observe a significant
main effect of group in SSRT [F(2, 36) = 4.7, p < 0.05], with
participants in the high-dose group displaying higher SSRTs
overall relative to the placebo group [t(24) = 3.12, p < 0.01]. No
other comparison survived Bonferroni adjustment [t < 2.3, ns, in
both cases]. This main effect of group was qualified by a
significant time x group interaction [F(2, 36) = 3.34, p < 0.05].
Groups did not differ in their baseline SSRT [F = 1.03, ns].
However, following drink- administration, both the low-dose and
the high-dose group showed higher SSRTs when compared to
the placebo group [t(24) > 2.47, p < 0.025, in both cases]. The
two alcohol groups did not differ in SSRT [t(24) = 1.3, ns].
Mean indices derived from the VSST for each group are
presented in Table 3.
VSST_C.  We found no main effects for trial-type or group,
nor trial-type x group interactions with respect to either
accuracy or latency (F < 3.6, ns, in all cases). Mean indices
derived from the VSST_C for each group are presented in
Table 3.
Between VSST variant analyses.  We found no main
effects of group, or significant trial-type x group interactions
with respect to either accuracy or latency (F < 1.4, ns, in all
cases). In addition, accuracy scores were equal across the
three trial-types (i.e. no main effect of trial type for accuracy
scores, F < 2.8, ns). However, Go-trials in the VSST were
significantly slower than both Go- and Stop- trials in the
VSST_C variant [Main effect of trial-type for latency scores,
F(2, 48) = 29.2, p<0.001].
VSST and VSST_C – fMRI results
Task-related effects – Placebo group only.  Successful
stopping relative to successful going (Sstop>Go) was
associated with increases in activity within a set of regions
including parts of the dorsolateral PFC, the inferior frontal gyrus
pars opercularis, medial PFC and pre_SMA, the insula, and
sectors within the basal ganglia. When the Sstop>Go contrast
was masked exclusively with the Stop_VSST_C>Go VSST_C
contrast, clusters within medial PFC, including pre-SMA and
dorsolateral PFC (middle frontal cluster), basal ganglia and
insular cortex were unaffected, suggesting that these regions
were not merely involved in the perceptual processing of
infrequent visual cues (see Table 4). Several other clusters
were nevertheless affected by the exclusive masking, including
the inferior frontal gyrus pars opercularis and parietal and
temporal clusters (data not shown). However, a cluster within
the inferior frontal gyrus pars opercularis survived exclusive
masking (coordinates of this cluster are given in Table 4).
Conjunction analyses between Sstop>Go and
Stop_VSST_C>Go VSST_C contrast showed that specific
clusters within the inferior frontal gyrus pars opercularis and
within the parietal and temporal gyri (Table 5) were activated
by the processing of infrequent, visually salient stimuli (red
arrows) relative to frequent stimuli (green arrows), irrespective
of whether these required the inhibition of a behavioural
response.
Alcohol effects in the VSST: One-way ANOVA: VSST
contrast.  The two doses of alcohol resulted predominantly in
non-linear changes in activity (Table 6). Of the regions
presented in Table 6, only the inferior frontal pars orbitalis
cluster was associated with linear increases in activity as the
Table 2. Subjective ratings of feelings due to alcohol
ingestion (VAS) taken pre- and post-drinking, presented
separately for the placebo, the 0.4g/kg, and the 0.8g/kg
alcohol-dose groups.





Light headed Pre-drinking 4.02 (±4.73) 27.69 (±32.14) 11.45 (±15.14)
 Post-drinking 29.83 (±24.70) 42.39 (±32.74) 55.98 (±27.06)
Irritable Pre-drinking 3.68 (±4.12) 19.32 (±21.45) 11.97 (±15.34)
 Post-drinking 5.21 (±8.38) 6.84 (±7.89) 13.33 (±13.66)
Stimulated Pre-drinking 53.59 (±20.53) 49.57 (±20.59) 50.09 (±13.57)
 Post-drinking 52.48 (±18.88) 50.43 (±17.26) 66.24 (±9.27)
Alert Pre-drinking 60.60 (±14.29) 61.28 (±25.88) 51.45 (±17.89)
 Post-drinking 48.55 (±19.97) 42.65 (±18.02) 53.59 (±20.63)
Relaxed Pre-drinking 62.82 (±17.80) 63.08 (±24.16) 56.75 (±20.98)
 Post-drinking 65.04 (±15.82) 71.54 (±18.69) 68.63 (±19.92)
Contented Pre-drinking 63.33 (±16.23) 62.65 (±24.61) 56.41 (±18.28)
 Post-drinking 57.69 (±22.12) 65.21 (±21.13) 74.27 (±16.77)
Pleasant glow Pre-drinking 50.94 (±19.91) 57.52 (±26.85) 51.20 (±22.77)
 Post-drinking 54.36 (±23.62) 71.20 (±21.64) 74.79 (±16.74)
1. VAS (Subjective Effects, Visual Analogue Scale); Data are presented in
mean (±SD); For significant effects see results-section.
doi: 10.1371/journal.pone.0076649.t002
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dose of alcohol increased (Figure 2A), whereas the inferior
temporal cluster was associated with linear reductions in
activity as the dose of alcohol increased (Figure 2B). Non-
linear effects were observed in several key areas (see Table 6)
including the paracentral lobule/SMA proper (Figure 2C).
These results justify our decision to include planned contrasts
between the groups within our analyses.
Alcohol effects in the VSST: Low dose vs. Placebo:
VSST contrast.  The low dose of alcohol resulted in enhanced
responses relative to placebo within parahippocampal and
occipital clusters (lingual gyrus, and middle occipital gyrus), as
well as in inferior frontal orbitalis, superior frontal gyri and gyrus
rectus/ventral anterior cingulate (see Table 7- Low dose vs.
Placebo). In contrast, the low dose of alcohol significantly
reduced activity in somatosensory and pre-motor cortices,
including clusters within the paracentral lobule/SMA proper and
postcentral gyrus. The low dose also resulted in decreased
activity within anterior insula (Figure 3A) and middle temporal
pole.
Alcohol effects in the VSST: High dose vs. Placebo:
VSST contrast.  The high dose of alcohol increased activation
in superior frontal and inferior frontal pars orbitalis clusters, as
Table 3. Indices of performance in the VSST (at baseline
and during scanning) and VSST_C, presented separately
for the placebo, the 0.4g/kg, and the 0.8g/kg alcohol-dose
groups.

























VSST_Go_Accuracy Baseline 98.78(±1.11) 99.10 (±1.20)
98.85
(±1.30)
 Scanning 85.32(±8.75) 94.55 (±8.07)
94.87
(±7.10)
VSST_Stop_Accuracy Baseline 51.35(±3.88) 56.35 (±7.50)
53.85
(±4.88)
 Scanning 51.73(±3.44) 51.92 (±2.34)
48.46
(±3.26)


















1. SSRT (Stop-signal Reaction Time); Data are presented in mean (±SD); For
significant effects see results-section.
doi: 10.1371/journal.pone.0076649.t003
well as in lingual gyrus and in the thalamus (Figure 3B). In
contrast, decreased activations were found in premotor cortex
Table 4. Sstop>Go activations that were unaffected by
exclusive masking with the Stop_VSST_C>Go_VSST_C
contrast in the placebo group (p <.005, unc. k ≥ 13 voxels).
Region Cluster   L/R   T MNI coord. x, y, z
Prefrontal Cortex     
Inferior Frontal pars Opercularis
(BA48) 442 R 8.89 46 12 12 (32 14 12
1)
Middle Frontal gyrus (BA46) 127 L 5.89 -42 38 34
Posterior insula (BA48) 15 R 4.21 36 -18 20
Anterior insula (BA48) 41 L 4.01 -28 26 4
Insula (BA48) 64 R 6.51 38 -2 -6
Pre-SMA (BA6) 294 R 5.53 12 12 48
Paracentral lobule/SMA proper (BA4) 17 L 4.62 -12-24 52
Middle cingulate 57 R 4.2 14-22 40
Precentral gyrus (BA6) 58 L 5.57 -30-6 48
Parietal/Temporal cortex     
Supramarginal gyrus (BA40) 107 L 4.82 -62-30 30
Superior Parietal gyrus 96 L 4.24 -40-48 62
Inferior Temporal gyrus 16 R 4.37 50-58 -18
Middle Temporal pole/Parahip/pal
gyrus 112 R 7.43 22 6-32
Middle Temporal gyrus (BA37) 44 L 4.84 -58-64 4
Occipital cortex/Cerebellum     
Middle Occipital gyrus (BA18) 78 R 6.73 40-84 2
Cerebellum 90 L 5.61 -8-80 -44
Subcortical areas     
Putamen 26 L 4.43 -24 12 6
Caudate 19 L 4.3 -6 8 10
Hypothalamus 15 L 4.09 -8-8 -8
BA = Broadmann area; R=right, L=left; MNI coordinates represent cluster
peaks; 1The MNI coordinates for a sub-cluster within Frontal Pars
Opercularis (BA48) which survived exclusive masking and was also affected
by the low alcohol dose.
doi: 10.1371/journal.pone.0076649.t004
Table 5. Activations resulting from conjunction analysis of
Sstop>Go and Stop_VSST_C>Go_VSST_C contrasts in
the placebo group (p <.005, unc. k ≥ 13 voxels).
Region Cluster   L/R   T MNI coord. x, y, z
Prefrontal Cortex     
Inferior Frontal pars Opercularis (BA48) 36 R 7.15 50 14 10
Parietal/Temporal cortex     
Supramarginal gyrus (BA40) 90 R 5.49 50 -42 40
Angular gyrus 79 R 5.42 44-58 50
Inferior Parietal gyrus 30 L 4.79 -52-48 42
Superior Temporal gyrus 15 R 4.27 50 -40 22
Middle Temporal gyrus 25 R 4.22 58 -50 2
BA = Broadmann area; R=right, L=left; MNI coordinates represent cluster
peaks.
doi: 10.1371/journal.pone.0076649.t005
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that included the SMA. Activity decreases were also observed
in output regions of the basal ganglia (global pallidus; see
Figure 3C), as well as in clusters within prefrontal cortex and
temporal and parietal cortices. Table 7 shows the regions
affected by the high dose compared to placebo.
Table 6. Activations resulting from the Sstop>Go contrast
One-way ANOVA (p <.005, k ≥ 13 voxels).
Region Cluster   L/R   F MNI coord. x, y, z
Prefrontal Cortex     
Middle Frontal gyrus3 20 R 11.09 42 56 2
Inferior Frontal orbitalis (BA47)2 23 R 9.23 42 34 -4
Paracentral lobule/SMA proper(BA4)3 21 L 8.5 -12-24 52
Paracentral lobule3 13 L 7.11 0 -34 70
Parietal/Temporal cortex     
Postcentral/Inferior parietal gyrus3 16 L 7.66 -42-28 34
Posterior cingulate/precuneus3 77 L 11.49 -18-40 16
Inferior Temporal gyrus1 53 R 13.3 44 -42 -16
Parahippocampal gyrus3 18 R 11.71 22-24 -20
Middle Temporal pole/Parahip/pal
gyrus1 27 R 9.91 20 4-32
BA = Broadmann area; R = right, L = left; MNI coordinates represent cluster
peaks; One-way ANOVA Results: 1Linear decreases; 2Linear increases;
3Non-linear effects.
doi: 10.1371/journal.pone.0076649.t006
Alcohol effects in the VSST: High dose vs. Low dose:
VSST_ contrast.  The high dose, compared to the low dose of
alcohol resulted predominantly in activity reductions (see Table
7 – Low dose vs. High dose). Only the cluster within the right
middle frontal gyrus was significantly more activated in the
high-dose group relative to the low-dose group.
Alcohol effects in the VSST: One-way ANOVA: VSST-
Error contrast.  The two doses of alcohol resulted
predominantly in non-linear changes in activity (Table 8). Of the
regions presented in Table 8, only the posterior and middle
cingulate clusters were associated with linear increases in
activity as the dose of alcohol increased.
Low dose vs. Placebo: VSST-Error contrast: The low dose of
alcohol enhanced responses relative to placebo within the
paracentral lobule, the middle temporal gyrus and the caudate.
Reduced activity was found in other clusters within the
temporal cortex, and in the thalamus (see Table 9 – Low dose
vs. Placebo).
Alcohol effects in the VSST: High dose vs. Placebo:
VSST-Error contrast.  The high dose of alcohol increased
activation in clusters within cingulate cortex (ventral ACC,
middle and posterior), somatosensory and motor cortices
(precentral and postcentral gyrus) and in the inferior temporal
gyrus. By contrast, decreased activations were found in the
parahippocampal gyrus, in frontal clusters (the superior frontal
gyrus and a rostro medial cluster of the orbitofrontal cortex),
and in the thalamus (see Table 9 – High dose vs. Placebo).
Alcohol effects in the VSST: High dose vs. Low dose:
VSST-Error contrast.  The high dose, compared to the low
Figure 2.  Activations reflecting the main effect of group from the one-way ANOVA Sstop>Go 2nd-level model (thresholded
at p < 0.005, k = 13; scale represents F statistic; see results section for details).  Linear increases were found in inferior frontal
gyrus pars orbitalis (Figure 2A), while linear reductions were observed in an inferior temporal cluster (Figure 2B). Non-linear, overall
reduction in activation following both doses of alcohol was observed in SMA proper (Figure 2C).
doi: 10.1371/journal.pone.0076649.g002
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dose of alcohol resulted predominantly in activity increases
(see Table 9 – Low dose vs. High dose). Only a cluster within
the right middle frontal gyrus was significantly less activated in
the high-dose group relative to the low-dose group.
Table 7. Activations resulting from the Sstop>Go contrast
group comparisons (p <.005, k ≥ 13 voxels).
Region Cluster   L/R  F MNI coord, x, y, z
LOW DOSE VS. PLACEBO     
Prefrontal Cortex     
Paracentral lobule/SMA proper (BA4)2 19 L 27.13 -12-24 52
Inferior Frontal orbitalis (BA47)1 18 R 18.58 42 34 -4
Postcentral gyrus2 37 L 14.95 -36-28 36
Anterior Insula2 14 R 12.85 32 12 14
Gyrus rectus/ventral anterior cingulate1 20 R 12.73 10 28 -16
Superior Frontal gyrus(BA9)1 15 L 12.58 -14 48 42
Parietal/Temporal/Occipital cortex     
Parahippocampal gyrus 1 42 R 29.75 22-24 -20
Middle Temporal pole/Parahip/pal
gyrus 2 14 R 17.11 22 4-36
Lingual gyrus1 24 L 15.07 -20-84 4
Middle Occipital gyrus 1 23 R 18.58 34-88 14
HIGH DOSE VS. PLACEBO     
Prefrontal Cortex     
Superior Frontal gyrus (BA32)1 13 R 15.77  16 22 48
Superior Frontal gyrus (BA9)1 18 R 14.89  20 40 48
Inferior Frontal Orbitalis (BA47)1 34 R 17.64  40 32 -6
Middle cingulate/SMA proper (BA6)2 40 R 13.45  10-12 50
Paracentral lobule/SMA proper (BA4)2 18 L 13.73 -12-26 48
Precentral gyrus (BA6)2 23 R 22.17  50 0 50
Postcentral gyrus2 23 L 16.24 -22-44 58
Posterior cingulate/precuneus2 37 L 22.99 -10-44 16
Parietal/Temporal cortex     
Inferior Temporal gyrus 2 46 R 26.93  44 -44 -16
Middle Temporal pole2 38 L 20.05 -28 8-36
Middle Temporal pole/Parahip/pal
gyrus 2 41 R 21.73  22 4-32
Hippocampus1 13 R 15.11  22 -12 -14
Angular gyrus2 17 L 16.22 -54-66 26
Lingual gyrus (BA18) 1 15 L 21.97 -18-74 -8
Subcortical regions     
Global pallidus2 13 R 16.92  14 2-8
Thalamus1 13 R 13.48  8 -6 6
HIGH DOSE VS. LOW DOSE     
Prefrontal Cortex     
Middle Frontal gyrus (BA46)3 29 R 19.7  42 56 2
Inferior Frontal Orbitalis (BA47)4 16 L 17.33 -42 28 -8
Paracentral Lobule (BA4) 4 71 R/L 14.69  2-34 70
Parietal/Temporal cortex     
Inferior temporal gyrus (BA37) 4 20 R 13.88  46 -46 -22
BA = Broadmann area; R=right, L=left; MNI coordinates represent cluster
peaks; Results: 1Increased, 2Decreased activation relative to placebo;
3Increased, 4Decreased activation relative to the low dose.
doi: 10.1371/journal.pone.0076649.t007
Regions of interest analysis: VSST contrast.  Within ROIs
defined by the conjunction analysis between VSST and
VSST_C (Table 5), there was no significant main effect of
group, indicating that alcohol did not affect performance on the
VSST via an effect on regions commonly activated during the
processing of infrequent, visually salient Stop-signals.
Results from one-way ANOVA in the control
task.  Alcohol-related changes in activation associated with the
control contrast (i.e. Stop_VSST_C> Go_VSST_C) were
observed within prefrontal cortex, parietal, temporal and
occipital cortex as well as thalamus and cerebellum (Table 10).
These observations suggest that the effects of alcohol extend
to the processing of task-irrelevant Stop-signals.
Discussion
The present study assessed the effects of two acute doses
of alcohol on the inhibition of an initiated motoric response, and
explored the brain mechanisms associated with these effects.
Two versions of a visual Stop-signal task were used. One
involved stopping an initiated response at the onset of a Stop-
signal, while the other required participants to respond
regardless of whether the Stop-signal appeared or not. This
latter condition challenged perceptual and attentional
processes associated with the presentation of infrequent Stop-
signals, yet was uncontaminated by processes of response
inhibition.
Behaviourally, acute alcohol at both the high, and the low
dose significantly impaired inhibitory control, relative to
placebo, as evidenced by a significant increase in SSRT in the
typical version of the task. Importantly, we titrated the task to
maintain the same level of performance accuracy, thus the
effects of alcohol were restricted to inhibitory processes,
consistent with previous data [6,19]. In the present study,
attentional processes remained unaffected by alcohol at the
doses used here: alcohol did not affect accuracy or reaction
time on any trial-type in the control variant of the VSST, in
which inhibition of a behavioural response was not required. In
a previous study, an effect of alcohol was found on attention-
dependent control of interference from task irrelevant stimuli
[68].
The VSST was successful at producing measurable changes
in BOLD responses in regions previously implicated in
response inhibition. These included regions within the inferior
frontal and dorsolateral prefrontal cortex (e.g. middle frontal
gyrus), the right insular cortex, the pre-SMA, and the basal
ganglia [23,24,25,41]. Moreover, we demonstrated (by
exclusive masking with the control variant of the VSST) that
motor and pre-motor regions (pre-SMA; SMA proper and
precentral cortex), dorsolateral PFC (middle frontal gyrus),
insular cortex and clusters within the basal ganglia (putamen
and caudate) were selectively involved in successful stopping,
consistent with recent studies [35,39]. These regions are
encompassed within proposed fronto-basal ganglia-thalamo-
cortical ‘loops’ implicated in the control of programmed motoric
functions [28]. By contrast, conjunction analyses with the
control contrast demonstrated that some regions were not
uniquely involved in successful stopping, but were also
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sensitive to the processing of infrequent perceptually-salient
cues. These included the right inferior frontal gyrus pars
opercularis and areas within right parietal and temporal cortices
[35,39].
Interestingly, the effects of the two alcohol doses on
activations associated with successful stopping, appear to be
expressed regionally differentiated. Linear reductions in
activation, as the dose of alcohol increased, were observed
within the inferior temporal cortex. Non-linear changes were
observed in clusters within PFC, including middle frontal cortex
and paracentral lobule/SMA proper, regions that have been
implicated in successful stopping [23,24,25]. Importantly, the
activity we observed within the paracentral lobule/SMA proper
cluster was selective to successful stopping and was not
sensitive to the perceptual attributes of the visual cues, as it
remained unaffected by exclusive masking with the control
contrast. Thus changes in activation under alcohol were seen
in this region only when inhibition of an initiated motoric
response was required. Non-linear changes in activation were
also seen in parietal and temporal cortex, including regions
associated with stimulus-representation [69]. Linear increases
in activation were observed within the right Inferior frontal gyrus
pars orbitalis, an area involved in the modulation of inhibitory
responses [70].
During successful stopping the low dose of alcoholevoked
both increases and decreases in activation, relative to placebo,
within a set of cortical regions associated with integrative
sensorimotor and cognitive processes including parietal,
temporal, occipital and prefrontal regions. Particularly
noteworthy is the engagement of anterior insular cortex, where
activity, reduced by alcohol, was related to successful stopping
(not the processing of infrequent cues). This observation is
interesting from the perspective of what is known about anterior
insula engagement in the representation of emotional and
motivationally- salient stimuli [71]. In the context of addiction
and appetitive behaviours, the anterior insula is proposed as an
interface between embodied internal signals and their
expression in motor urges, rituals, and affective states [72].
Interestingly, Anderson and colleagues [42] identified a
neighbouring area of insula in which activity was affected by a
Table 8. Activations resulting from the Ustop >Sstop Error
contrast One-way ANOVA (p <.005, k ≥ 13 voxels).
Region Cluster L/R F MNI coord. x, y, z
Prefrontal Cortex     
Posterior cingulate1 29 L 12.96 -10-42 16
Middle cingulate1 14 R 8.16  10-18 46
Parietal/Temporal cortex     
Superior Parietal gyrus 2 51 L 14.6 -56-48 12
Parahippocampal gyrus 2 51 R 14.77 22 -22 -24
Inferior Temporal gyrus 2 13 R 7.45 52 -10 -28
Middle Temporal gyrus2 20 R 12.75 38-58 4
Cuneus2 14 R 7.63 8-86 34
Subcortical areas     
Caudate2 20 L 11.68 -14 16 16
BA = Broadmann area; R = right, L = left; MNI coordinates represent cluster
peaks; Results: 1Linear increases; 2Non-linear effects
doi: 10.1371/journal.pone.0076649.t008
Figure 3.  Activations arising from the planned group comparison 2nd- level models (thresholded at p < 0.005, k = 13;
scale represents F statistic; see results section for details). Comparison of the Sstop>Go contrast between the low-dose
and placebo groups (Figure 3A), and the high-dose and placebo groups (Figure 3B and 3C).  
doi: 10.1371/journal.pone.0076649.g003
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high dose of alcohol during unsuccessful no-go trials in a
Go/No-Go task.
The high alcohol dose evoked changes in activity in several
of those areas affected by the low dose, including paracentral
lobule/SMA proper, but importantly induced changes in activity
within subcortical centres. It enhanced activation, relative to the
Table 9. Activations resulting from the Ustop> Sstop
contrast group comparisons (p <.005, k ≥ 13 voxels).
Region Cluster   L/R  F MNI coord, x, y, z
LOW DOSE VS. PLACEBO     
Prefrontal Cortex     
Paracentral lobule1 91 L 13.28 -12-26 52
Paracentral lobule1 41 R 18.88  12-36 56
Temporal/Cerebellum     
Superior temporal gyrus2 21 R 15.38  38 2-16
Middle Temporal1 30 R 26.3  38-58 2
Middle Temporal Pole2 22 L 20.13 -24 0 -36
Parahippocampal gyrus2 69 R 24.95  22 -22 -22
Fusiform2 29 R 13.7  40 -40 -18
Cerebellum2 17 R/L 16.75  10-58 -10 (-14-72 -16)
Subcortical areas     
Caudate1 39 L 21.64 -14 18 18
Thalamus2 15 R 11.67  8-28 6
HIGH DOSE VS. PLACEBO     
Prefrontal Cortex     
Posterior Cingulate1 50 L 28.38 -10-42 16
Middle cingulate1 54 R 16.36  10-16 46
Ventral Anterior cingulate1 18 L 19.95 -10 34 -8
Rostral Orbitofrontal (BA11) 2 13 R 16.15  10 54 -20
Superior Frontal gyrus (BA9) 2 21 R 15.25  10 44 46
Precentral gyrus1 24 R 14.85  16-22 58
Precentral gyrus1 13 R 13.69  30 -6 46
Postcentral gyrus1 15 R 17.24  24-36 48
Temporal cortex     
Parahippocampal gyrus2 41 R 25.53  24 -22 -22
Inferior temporal gyrus1 32 R 22.14  44-46 -14
Subcortical regions     
Thalamus2 21 R 15.84  6-8 18
HIGH DOSE VS. LOW     
Prefrontal Cortex     
Middle frontal gyrus4 13 R 19.27  36 62 2
Paracentral Lobule3 38 R 18.61  2-32 72
Postcentral gyrus3 31 R 15.66  42 -26 56
Parietal/Temporal cortex     
Superior Parietal3 43 L 16.84 -22-52 56
Cuneus3 32 L 14.65 -18-70 38
Inferior temporal3 66 R 19.2  46 -44 -22
Parahippocampal gyrus3 13 R 12.6  18 -6 -22
Cerebellum3 21 R 18.94  38-66 -26 (12-38 -22/38-64-40)
BA = Broadmann area; R = right, L = left; MNI coordinates represent cluster
peaks; Results: 1Increased, 2Decreased activation relative to placebo;
3Increased, 4Decreased activation relative to the low dose.
doi: 10.1371/journal.pone.0076649.t009
placebo group, in the thalamus, but it decreased it in the global
pallidus and in the paracentral lobule/SMA proper. The global
pallidus is known to suppress the thalamic “go” output to motor
cortices in order for an initiated motoric response to be
terminated [23,25,29,30,31]. The activation changes seen in
the present study within these areas (global pallidus and
thalamus) and the absence of observed activity changes within
the subthalamic nucleus suggests that only the indirect
pathway was affected by a high alcohol dose. However, our
fMRI study was conducted at a field strength of 1.5 T, where
technical limits on sensitivity may also account for why we may
not have detected activation changes within the subthalamic
nucleus. Our observations suggest this subcortical control
mechanism is disrupted by higher doses of alcohol, yet further
highlight the parallel role of SMA activity in motor response
inhibition and its sensitivity to effects of alcohol (previously
recognised in the performance of a Go/No-Go task) [42].
Our findings also highlight a functional distinction in the role
of the anterior cingulate cortex. Activation within the anterior
cingulate was affected in a non-linear way by the two doses of
alcohol, but only in the VSST_C contrast (Stop_VSST_C>
Go_VSST_C). Previous studies looking at the effects of alcohol
on interference tasks also report modulation of activity within
this region by alcohol [68,73]. These observations suggest that
alcohol compromises processes engaged in the suppression of
interference from task-irrelevant Stop-signals (the red arrow in
the VSST_C).
The dorsal anterior cingulate cortex has also been discussed
in the literature as an area affected by a high dose of alcohol in
Table 10. Activations resulting from the
Stop_VSST_C>Go_VSST_C contrast One-way ANOVA (p
<.005, k ≥ 13 voxels).
Region Cluster L/R F MNI coord. x, y, z
Prefrontal Cortex     
Medial superior frontal2 14 L 9.87 -12 56 12
Anterior cingulate2 22 R 9.72 2 12 30
Inferior frontal tri (BA45) 2 16 R 9.48 58 26 20
Parietal/Temporal cortex     
Mid temporal gyrus 1 51 L 14.6 -56-48 12
Inferior Temporal gyrus 2 43 L 14.2 -58-18 -24
Inferior Temporal gyrus 2 13 R 7.45 52 -10 -28
Superior temporal pole2 34 R 10.4 40 20 -18
Superior temporal pole2 37 L 9.16 -30 12-22
Superior parietal gyrus 2 26 L 8.36 -28-58 52
Cuneus2 14 R 7.63 8-86 34
Occipital cortex/Cerebellum     
Calcarine2 13 L 8.89 -12-70 14
Mid occipital gyrus 2 43 L 10.1 -42-76 18
Cerebellum 2 66 R 12.5 18-56 -14
Cerebellum1 38 L 11.87 -10-78 -50
Subcortical areas     
Thalamus2 13 L 10.83 -18-30 8
BA = Broadmann area; R = right, L = left; MNI coordinates represent cluster
peaks; Results: 1Linear decreases; 2Non-linear effects
doi: 10.1371/journal.pone.0076649.t010
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conjunction with error processing [42]. However in the present
study, when we examined unsuccessful versus successful stop
trials, we only found activation under alcohol (high dose) in
subregions of cingulate cortex (middle and posterior)
associated with other functions including attention and working
memory [74]. It is worth to note that, due to the implementation
of the staircase procedure in the SST, participants had to
adjust their performance so that error monitoring probably
occurred throughout the task. This was not the case in the
study by Anderson and colleagues [42] in which participants
adjusted their performance only under instruction and at an
early stage of the task.
Taken together, our data suggest that whereas both the high
and low alcohol dose may modulate brain activation in regions
involved in ‘representational’ sensorimotor and motor planning
processes, only the high dose of alcohol modulates subcortical
areas of the fronto-striatal-thalamo-cortical loops, specifically
globus pallidus and thalamus, that are arguably more
proximate to the final motor response.
It is noteworthy that in this study, neither dose of alcohol was
found to affect the activity of regions identified in the
conjunction analysis of the typical VSST and control tasks, i.e.
brain areas engaged by the perceptual processing of
infrequent, visually salient signals. This suggests that alcohol
does not affect VSST performance through effects expressed
at the level of visual sensory representations. Nevertheless,
alcohol may still produce deficits in the capacity to shift
attention, or potentially reduce overall cognitive/attentional set.
This may account in part for the group effects of alcohol
observed in the control task on activity within temporal and
parietal regions associated with visual attention.
Acute alcohol, relative to placebo, can increase cerebral
blood-flow in lateral prefrontal, as well as in medial frontal
regions [75,76]. Given that we infer task-induced changes in
regional neural activity from haemodynamic changes (i.e. the
BOLD signal) [77], it is possible that alcohol’s general
vasoactive effects may interact with activity patterns attributed
to task effects. Arterial spin labeling, which is a direct measure
of cerebral perfusion, may prove a useful tool for future studies
for disambiguating the potential vascular effects of acute
alcohol from its effects on neuronal activity. Nevertheless, in
this study, we observed both increases and decreases in task-
related BOLD response associated with alcohol ingestion at
different doses. Moreover distributed regions (e.g. those
identified in the conjunction analyses) were not modulated by
alcohol. Consequently, the absence of global, and the
emphasis on short term, changes in signal (apparent after high-
pass temporal-filtering) mitigate the potential confounding
impact of alcohol-induced vasoactive-related changes on our
findings. While the present study used a between-subjects
design for the administration of alcohol, which may have
introduced inter-subject variability to both the behavioural and
functional data, participants in each group were well matched
on all baseline measures, including those most relevant to the
experimental task, such as trait impulsivity and baseline stop-
signal task performance. Future studies could benefit from
within-subject alcohol administration, as long as behavioural
and neuronal effects of repetition are properly controlled for. An
important limitation for our major conclusion is that, because
the VSST_C task always followed the inhibitory VSST,
participants might still have engaged inhibitory control
processes to inhibit the previous learned stop response that
was no longer required in the control task. However, our data
suggest this possibility was not a major confound: If there was
an inhibitory component evoked during the control task, the Go
reaction time should have been equally long in the two tasks
(VSST_C and VSST). However, Go reaction time was
significantly faster in the VSST_C than in the VSST.
Nevertheless, to clarify this limitation, future studies should
administer the two tasks in a counterbalanced order.
In summary, the present study provides evidence that
alcohol at low and high doses affects motor inhibitory control by
modulating activation within prefrontal, parietal, temporal and
motor cortical areas. Moreover, the high dose of alcohol
additionally affects subcortical nodes within fronto-basal
ganglia- thalamo-cortical motor loops known to be involved in
initiating and terminating a motoric response. Alcohol had little
effect on regions associated with the perceptual processing of
an infrequent cue. These findings detail the processes and the
underlying neural substrates through which alcohol impairs
behavioural control as expressed in motor inhibition, and are
relevant to understanding the progression of deficits in self-
regulation and inhibition in problem drinking with implications
for addictive disorders.
Author Contributions
Conceived and designed the experiments: KN HC TD.
Performed the experiments: KN. Analyzed the data: KN HC
TD. Contributed reagents/materials/analysis tools: KN HC TD.
Wrote the manuscript: KN HC TD.
References
1. Goldstein RZ, Volkow ND (2002) Drug addiction and its underlying
neurobiological basis: neuroimaging evidence for the involvement of
the frontal cortex. Am J Psychiatry 159: 1642-1652. doi:10.1176/
appi.ajp.159.10.1642. PubMed: 12359667.
2. Norman AL, Pulido C, Squeglia LM, Spadoni AD, Paulus MP et al.
(2011) Neural activation during inhibition predicts initiation of substance
use in adolescence. Drug Alcohol Depend 119: 216-223. doi:10.1016/
j.drugalcdep.2011.06.019. PubMed: 21782354.
3. Field M, Wiers RW, Christiansen P, Fillmore MT, Verster JC (2010)
Acute alcohol effects on inhibitory control and implicit cognition:
implications for loss of control over drinking. Alcohol Clin Exp Res 34:
1346-1352. PubMed: 20491732.
4. Steele CM, Southwick L (1985) Alcohol and social behavior I: The
psychology of drunken excess. J Pers Soc Psychol 48: 18-34. doi:
10.1037/0022-3514.48.1.18. PubMed: 3981386.
5. Logan GD, Cowan WB, Davis KA (1984) On the ability to inhibit simple
and choice reaction time responses: a model and a method. J Exp
Psychol Hum Percept Perform 10: 276-291. doi:
10.1037/0096-1523.10.2.276. PubMed: 6232345.
6. Loeber S, Duka T (2009) Acute alcohol impairs conditioning of a
behavioural reward-seeking response and inhibitory control processes--
implications for addictive disorders. Addiction 104: 2013-2022. doi:
10.1111/j.1360-0443.2009.02718.x. PubMed: 19922568.
7. Weafer J, Fillmore MT (2008) Individual differences in acute alcohol
impairment of inhibitory control predict ad libitum alcohol consumption.
Alcohol and Stopping an Initiated Motoric Response
PLOS ONE | www.plosone.org 14 September 2013 | Volume 8 | Issue 9 | e76649
Psychopharmacology (Berl) 201: 315-324. doi:10.1007/
s00213-008-1284-7. PubMed: 18758758.
8. Dougherty DM, Marsh-Richard DM, Hatzis ES, Nouvion SO, Mathias
CW (2008) A test of alcohol dose effects on multiple behavioral
measures of impulsivity. Drug Alcohol Depend 96: 111-120. doi:
10.1016/j.drugalcdep.2008.02.002. PubMed: 18378098.
9. Guillot CR, Fanning JR, Bullock JS, McCloskey MS, Berman ME (2010)
Effects of alcohol on tests of executive functioning in men and women:
a dose response examination. Exp Clin Psychopharmacol 18: 409-417.
doi:10.1037/a0021053. PubMed: 20939644.
10. Fillmore MT, Marczinski CA, Bowman AM (2005) Acute tolerance to
alcohol effects on inhibitory and activational mechanisms of behavioral
control. J Stud Alcohol 66: 663-672. PubMed: 16331852.
11. Marczinski CA, Abroms BD, Van Selst M, Fillmore MT (2005) Alcohol-
induced impairment of behavioral control: differential effects on
engaging vs. disengaging responses. Psychopharmacology (Berl) 182:
452-459. doi:10.1007/s00213-005-0116-2. PubMed: 16075287.
12. Marczinski CA, Fillmore MT (2003) Preresponse cues reduce the
impairing effects of alcohol on the execution and suppression of
responses. Exp Clin Psychopharmacol 11: 110-117. doi:
10.1037/1064-1297.11.1.110. PubMed: 12622349.
13. Marczinski CA, Fillmore MT (2005) Compensating for alcohol-induced
impairment of control: effects on inhibition and activation of behavior.
Psychopharmacology (Berl) 181: 337-346. doi:10.1007/
s00213-005-2269-4. PubMed: 15830219.
14. Fillmore MT, Vogel-Sprott M (1999) An alcohol model of impaired
inhibitory control and its treatment in humans. Exp Clin
Psychopharmacol 7: 49-55. doi:10.1037/1064-1297.7.1.49. PubMed:
10036609.
15. Mulvihill LE, Skilling TA, Vogel-Sprott M (1997) Alcohol and the ability
to inhibit behavior in men and women. J Stud Alcohol 58: 600-605.
PubMed: 9391919.
16. de Wit H, Crean J, Richards JB (2000) Effects of d-amphetamine and
ethanol on a measure of behavioral inhibition in humans. Behav
Neurosci 114: 830-837. doi:10.1037/0735-7044.114.4.830. PubMed:
10959541.
17. Loeber S, Duka T (2009) Acute alcohol decreases performance of an
instrumental response to avoid aversive consequences in social
drinkers. Psychopharmacology (Berl) 205: 577-587. doi:10.1007/
s00213-009-1565-9. PubMed: 19468716.
18. Loeber S, Duka T (2009) Extinction learning of stimulus reward
contingencies: The acute effects of alcohol. Drug Alcohol Depend 102:
56-62. doi:10.1016/j.drugalcdep.2009.01.014. PubMed: 19278796.
19. Caswell AJ, Morgan MJ, Duka T (2013) Acute alcohol effects on
subtypes of impulsivity and the role of alcohol-outcome expectancies.
Psychopharmacol (Berl), 229: 21–30. PubMed: 23579427.
20. McCarthy DM, Niculete ME, Treloar HR, Morris DH, Bartholow BD
(2012) Acute alcohol effects on impulsivity: associations with drinking
and driving behavior. Addiction 107: 2109-2114. doi:10.1111/j.
1360-0443.2012.03974.x. PubMed: 22690907.
21. Aron AR (2007) The neural basis of inhibition in cognitive control.
Neuroscientist 13: 214-228. doi:10.1177/1073858407299288. PubMed:
17519365.
22. Aron AR, Behrens TE, Smith S, Frank MJ, Poldrack RA (2007)
Triangulating a cognitive control network using diffusion-weighted
magnetic resonance imaging (MRI) and functional MRI. J Neurosci 27:
3743-3752. doi:10.1523/JNEUROSCI.0519-07.2007. PubMed:
17409238.
23. Aron AR, Durston S, Eagle DM, Logan GD, Stinear CM et al. (2007)
Converging evidence for a fronto-basal-ganglia network for inhibitory
control of action and cognition. J Neurosci 27: 11860-11864. doi:
10.1523/JNEUROSCI.3644-07.2007. PubMed: 17978025.
24. Aron AR, Poldrack RA (2006) Cortical and subcortical contributions to
Stop signal response inhibition: role of the subthalamic nucleus. J
Neurosci 26: 2424-2433. doi:10.1523/JNEUROSCI.4682-05.2006.
PubMed: 16510720.
25. Chambers CD, Garavan H, Bellgrove MA (2009) Insights into the
neural basis of response inhibition from cognitive and clinical
neuroscience. Neurosci Biobehav Rev 33: 631-646. doi:10.1016/
j.neubiorev.2008.08.016. PubMed: 18835296.
26. Li CS, Huang C, Constable RT, Sinha R (2006) Imaging response
inhibition in a stop-signal task: neural correlates independent of signal
monitoring and post-response processing. J Neurosci 26: 186-192. doi:
10.1523/JNEUROSCI.3741-05.2006. PubMed: 16399686.
27. Alexander GE, Crutcher MD (1990) Functional architecture of basal
ganglia circuits: neural substrates of parallel processing. Trends
Neurosci 13: 266-271. doi:10.1016/0166-2236(90)90107-L. PubMed:
1695401.
28. Alexander GE, Crutcher MD, DeLong MR (1990) Basal ganglia-
thalamocortical circuits: parallel substrates for motor, oculomotor,
"prefrontal" and "limbic" functions. Prog Brain Res 85: 119-146.
PubMed: 2094891.
29. Boucher L, Palmeri TJ, Logan GD, Schall JD (2007) Inhibitory control in
mind and brain: an interactive race model of countermanding saccades.
Psychol Rev 114: 376-397. doi:10.1037/0033-295X.114.2.376.
PubMed: 17500631.
30. Nambu A, Tokuno H, Takada M (2002) Functional significance of the
cortico-subthalamo-pallidal 'hyperdirect' pathway. Neurosci Res 43:
111-117. doi:10.1016/S0168-0102(02)00027-5. PubMed: 12067746.
31. Verbruggen F, Logan GD (2008) Response inhibition in the stop-signal
paradigm. Trends Cogn Sci 12: 418-424. doi:10.1016/j.tics.
2008.07.005. PubMed: 18799345.
32. Rubia K, Smith AB, Taylor E, Brammer M (2007) Linear age-correlated
functional development of right inferior fronto-striato-cerebellar
networks during response inhibition and anterior cingulate during error-
related processes. Hum Brain Mapp 28: 1163-1177. doi:10.1002/hbm.
20347. PubMed: 17538951.
33. Stevens MC, Kiehl KA, Pearlson GD, Calhoun VD (2007) Functional
neural networks underlying response inhibition in adolescents and
adults. Behav Brain Res 181: 12-22. doi:10.1016/j.bbr.2007.03.023.
PubMed: 17467816.
34. Boehler CN, Appelbaum LG, Krebs RM, Chen LC, Woldorff MG (2011)
The role of stimulus salience and attentional capture across the neural
hierarchy in a stop-signal task. PLOS ONE 6: e26386. doi:10.1371/
journal.pone.0026386. PubMed: 22022611.
35. Boehler CN, Appelbaum LG, Krebs RM, Hopf JM, Woldorff MG (2010)
Pinning down response inhibition in the brain--conjunction analyses of
the Stop-signal task. NeuroImage 52: 1621-1632. doi:10.1016/
j.neuroimage.2010.04.276. PubMed: 20452445.
36. Chikazoe J, Jimura K, Asari T, Yamashita K, Morimoto H et al. (2009)
Functional dissociation in right inferior frontal cortex during
performance of go/no-go task. Cereb Cortex 19: 146-152. doi:10.1093/
cercor/bhn065. PubMed: 18445602.
37. Dodds CM, Morein-Zamir S, Robbins TW (2011) Dissociating inhibition,
attention, and response control in the frontoparietal network using
functional magnetic resonance imaging. Cereb Cortex 21: 1155-1165.
doi:10.1093/cercor/bhq187. PubMed: 20923963.
38. Hampshire A, Chamberlain SR, Monti MM, Duncan J, Owen AM (2010)
The role of the right inferior frontal gyrus: inhibition and attentional
control. Neuroimage 50: 1313-1319. doi:10.1016/j.neuroimage.
2009.12.109. PubMed: 20056157.
39. Sharp DJ, Bonnelle V, De Boissezon X, Beckmann CF, James SG et
al. (2010) Distinct frontal systems for response inhibition, attentional
capture, and error processing. Proc Natl Acad Sci U S A 107:
6106-6111. doi:10.1073/pnas.1000175107. PubMed: 20220100.
40. Chevrier AD, Noseworthy MD, Schachar R (2007) Dissociation of
response inhibition and performance monitoring in the stop signal task
using event-related fMRI. Hum Brain Mapp 28: 1347-1358. doi:
10.1002/hbm.20355. PubMed: 17274022.
41. Matthews SC, Simmons AN, Arce E, Paulus MP (2005) Dissociation of
inhibition from error processing using a parametric inhibitory task during
functional magnetic resonance imaging. Neuroreport 16: 755-760. doi:
10.1097/00001756-200505120-00020. PubMed: 15858420.
42. Anderson BM, Stevens MC, Meda SA, Jordan K, Calhoun VD et al.
(2011) Functional imaging of cognitive control during acute alcohol
intoxication. Alcohol Clin Exp Res 35: 156-165. doi:10.1111/j.
1530-0277.2010.01332.x. PubMed: 20958334.
43. Schuckit MA, Tapert S, Matthews SC, Paulus MP, Tolentino NJ et al.
(2011) fMRI differences between subjects with low and high responses
to alcohol during a stop signal task. Alcohol Clin Exp Res 36: 130-140.
PubMed: 22003983.
44. Easdon C, Izenberg A, Armilio ML, Yu H, Alain C (2005) Alcohol
consumption impairs stimulus- and error-related processing during a
Go/No-Go Task. Brain Res. Cogn Brain Res 25: 873-883. doi:10.1016/
j.cogbrainres.2005.09.009.
45. Kenemans JL, Hebly W, van den Heuvel EH, Grent TJT (2010)
Moderate alcohol disrupts a mechanism for detection of rare events in
human visual cortex. J Psychopharmacol 24: 839-845. doi:
10.1177/0269881108098868. PubMed: 19028837.
46. Esposito F, Pignataro G, Di Renzo G, Spinali A, Paccone A et al.
(2010) Alcohol increases spontaneous BOLD signal fluctuations in the
visual network. Neuroimage 53: 534-543. doi:10.1016/j.neuroimage.
2010.06.061. PubMed: 20600963.
47. Mehrabian A, Russell JA (1978) A questionnaire measure of habitual
alcohol use. Psychol Rep 43: 803-806. doi:10.2466/pr0.1978.43.3.803.
PubMed: 740823.
Alcohol and Stopping an Initiated Motoric Response
PLOS ONE | www.plosone.org 15 September 2013 | Volume 8 | Issue 9 | e76649
48. Weissenborn R, Duka T (2003) Acute alcohol effects on cognitive
function in social drinkers: their relationship to drinking habits.
Psychopharmacology (Berl) 165: 306-312. PubMed: 12439627.
49. Rey A (1964) L’examen clinique en psychologie. Universitaires de
France. Paris: France.
50. Patton JH, Stanford MS, Barratt ES (1995) Factor structure of the
Barratt impulsiveness scale. J Clin Psychol 51: 768-774. doi:
10.1002/1097-4679(199511)51:6. PubMed: 8778124.
51. Townshend JM, Duka T (2005) Binge drinking, cognitive performance
and mood in a population of young social drinkers. Alcohol Clin Exp
Res 29: 317-325. doi:10.1097/01.ALC.0000156453.05028.F5. PubMed:
15770105.
52. Fromme K, Stroot E, Kapla D (1993) Comprehensive effects of alcohol:
development and psychometric assessment of a new expectancy
questionnaire. Psychol Assess 5: 7.
53. Duka T, Stephens DN, Russell C, Tasker R (1998) Discriminative
stimulus properties of low doses of ethanol in humans.
Psychopharmacology (Berl) 136: 379-389. doi:10.1007/
s002130050581. PubMed: 9600584.
54. Verbruggen F, Logan GD (2009) Models of response inhibition in the
stop-signal and stop-change paradigms. Neurosci Biobehav Rev 33:
647-661. doi:10.1016/j.neubiorev.2008.08.014. PubMed: 18822313.
55. Logan GD (1994) On the ability to inhibit thought and action: A user’s
guide to the stop signal paradigm.. In: D DagenbachTH Carr. Inhibitory
processes in attention, memory, and language. San Diego: Academic
Press. pp. 189-239.
56. Deichmann R, Gottfried JA, Hutton C, Turner R (2003) Optimized EPI
for fMRI studies of the orbitofrontal cortex. Neuroimage 19: 430-441.
doi:10.1016/S1053-8119(03)00073-9. PubMed: 12814592.
57. Weiskopf N, Hutton C, Josephs O, Deichmann R (2006) Optimal EPI
parameters for reduction of susceptibility-induced BOLD sensitivity
losses: a whole-brain analysis at 3 T and 1.5 T. NeuroImage 33:
493-504. doi:10.1016/j.neuroimage.2006.07.029. PubMed: 16959495.
58. Ashburner J, Friston KJ (1999) Nonlinear spatial normalization using
basis functions. Hum Brain Mapp 7: 254-266. doi:10.1002/
(SICI)1097-0193(1999)7:4. PubMed: 10408769.
59. Friston KJ, Fletcher P, Josephs O, Holmes A, Rugg MD et al. (1998)
Event-related fMRI: characterizing differential responses. Neuroimage
7: 30-40. doi:10.1006/nimg.1997.0306. PubMed: 9500830.
60. Henson RN, Hornberger M, Rugg MD (2005) Further dissociating the
processes involved in recognition memory: an FMRI study. J Cogn
Neurosci 17: 1058-1073. doi:10.1162/0898929054475208. PubMed:
16102237.
61. Penny WD, Holmes AP, Friston KJ (2003) Random effects analysis. In:
RSJ FrackowiakKJ FristonC FrithR DolanCJ Price. Human Brain
Function. 2nd ed. San Diego, CA: Academic Press.
62. Nichols T, Brett M, Andersson J, Wager T, Poline JB (2005) Valid
conjunction inference with the minimum statistic. Neuroimage 25:
653-660. doi:10.1016/j.neuroimage.2004.12.005. PubMed: 15808966.
63. Green A, Straube B, Weis S, Jansen A, Willmes K et al. (2009) Neural
integration of iconic and unrelated coverbal gestures: a functional MRI
study. Hum Brain Mapp 30: 3309-3324. doi:10.1002/hbm.20753.
PubMed: 19350562.
64. Katanoda K, Matsuda Y, Sugishita M (2002) A spatio-temporal
regression model for the analysis of functional MRI data. NeuroImage
17: 1415-1428. doi:10.1006/nimg.2002.1209. PubMed: 12414281.
65. Ross RS, Slotnick SD (2008) The hippocampus is preferentially
associated with memory for spatial context. J Cogn Neurosci 20:
432-446. doi:10.1162/jocn.2008.20035. PubMed: 18004952.
66. Slotnick SD, Schacter DL (2004) A sensory signature that distinguishes
true from false memories. Nat Neurosci 7: 664-672. doi:10.1038/
nn1252. PubMed: 15156146.
67. Duvernoy HM (1999) The human brain: surface, blood supply, and
three-dimensional anatomy. Wien NY: Springer Verlag.
68. Nikolaou K, Field M, Critchley H, Duka T (2013) Acute Alcohol Effects
on Attentional Bias are Mediated by Subcortical Areas Associated with
Arousal and Salience Attribution. Neuropsychopharmacology, 38:
1365–73. PubMed: 23361162.
69. White CN, Mumford JA, Poldrack RA (2012) Perceptual criteria in the
human brain. J Neurosci 32: 16716-16724. doi:10.1523/JNEUROSCI.
1744-12.2012. PubMed: 23175825.
70. Aron AR, Robbins TW, Poldrack RA (2004) Inhibition and the right
inferior frontal cortex. Trends Cogn Sci 8: 170-177. doi:10.1016/j.tics.
2004.02.010. PubMed: 15050513.
71. Singer T, Critchley HD, Preuschoff K (2009) A common role of insula in
feelings, empathy and uncertainty. Trends Cogn Sci 13: 334-340. doi:
10.1016/j.tics.2009.05.001. PubMed: 19643659.
72. Naqvi NH, Bechara A (2010) The insula and drug addiction: an
interoceptive view of pleasure, urges, and decision-making. Brain
Struct Funct 214: 435-450. doi:10.1007/s00429-010-0268-7. PubMed:
20512364.
73. Marinkovic K, Rickenbacher E, Azma S, Artsy E (2012) Acute alcohol
intoxication impairs top-down regulation of Stroop incongruity as
revealed by blood oxygen level-dependent functional magnetic
resonance imaging. Hum Brain Mapp 33: 319-333. doi:10.1002/hbm.
21213. PubMed: 21391268.
74. Torta DM, Cauda F (2011) Different functions in the cingulate cortex, a
meta-analytic connectivity modeling study. NeuroImage 56: 2157-2172.
doi:10.1016/j.neuroimage.2011.03.066. PubMed: 21459151.
75. Sano M, Wendt PE, Wirsén A, Stenberg G, Risberg J et al. (1993)
Acute effects of alcohol on regional cerebral blood flow in man. J Stud
Alcohol 54: 369-376. PubMed: 8487546.
76. Volkow ND, Mullani N, Gould L, Adler SS, Guynn RW et al. (1988)
Effects of acute alcohol intoxication on cerebral blood flow measured
with PET. Psychiatry Res 24: 201-209. doi:
10.1016/0165-1781(88)90063-7. PubMed: 3261427.
77. Buxton RB, Uludağ K, Dubowitz DJ, Liu TT (2004) Modeling the
hemodynamic response to brain activation. NeuroImage 23 Suppl 1:
S220-S233. doi:10.1016/j.neuroimage.2004.07.013. PubMed:
15501093.
Alcohol and Stopping an Initiated Motoric Response
PLOS ONE | www.plosone.org 16 September 2013 | Volume 8 | Issue 9 | e76649
